In Australia the initial approach to families for organ donation is almost always undertaken by intensivists. There is, however, a paucity of literature on intensivists' views on this approach and how their approach compares with recommendations in published literature on this subject.
Discussing organ donation with families after brain death or withdrawal of life support is a specialised form of end-of-life decision-making and care in the intensive care unit. There is good evidence that knowledge, skills and attitudes in this area are variable and that this may significantly impact on consent rates for organ donation and good end-of-life decisionmaking 1 .
Despite the primary and pivotal role of Australasian intensivists in discussing organ donation with families, there is a paucity of literature on their practice and views on approaching families on this subject.
This study was undertaken to determine the views of intensivists practising in Perth, Western Australia, on approaching families for organ donation and how this approach compares with recommendations in the current literature.
METHOD
This study consisted of a survey of all intensive care consultants and senior intensive care registrars in the four major teaching hospitals in Perth, Western Australia, and a review of recent published literature on approaching families for organ donation.
The survey was conducted by the DonateLife Hospital Medical Directors based at these four hospitals. At the time of the survey, 47 intensivists (34 consultants and 13 senior registrars) were employed, and all were approached and asked to complete the survey.
The survey consisted of a brief interview and the completion of a ten-point questionnaire (Appendix) with the aim of determining:
• who approaches the family to discuss organ donation; • how well equipped intensivists felt in approaching families about organ donation; • who intensivists felt should make this approach to families; • if the Australian Organ Donation Registry (AODR) was routinely accessed prior to approaching families;
• if the benefits of organ donation are always discussed with families; and • if the reasons for refusal of consent are always explored with families.
RESULTS
There was a response rate of 96% with 45 (33 consultants and 12 senior registrars) completing the survey.
In all but one case the current practice is for an intensivist to make the initial approach to the family. The frequency of intensivists approaching families was more than four times a year for 57% (26) of doctors surveyed and less than four times for the remainder.
Almost all intensivists (43 of 45) felt adequately equipped ('moderately well skilled' or 'well skilled') to undertake the approach to families for organ donation and cited the Medical ADAPT course as part of their intensive care training as the specific training undertaken for this task. Only two wanted or felt they needed further skills in this task.
Intensivists varied on whom they would prefer to approach families for organ donation. Given a choice, 53% (24) thought that it should be a consultant intensivist alone, 18% (8) a collaborative approach with a donor co-ordinator, 18% (8) a collaborative approach with a designator requestor (a designated requestor being defined as an intensivist colleague who has had additional training in organ and tissue donation and approaching families), 7% (3) a donor co-ordinator alone and 2% (4) a senior registrar.
There was considerable variation in intensivists' approach to accessing the AODR, discussing the benefits of organ donation and exploring the reasons for refusal of consent.
The AODR was always accessed to inform intensivists prior to approaching families by 12% (5) of intensivists, it was accessed most times by 35% (14) and sometimes by 29% (12) . It was never accessed by 24% (10) .
The benefits of organ donation and transplantation were always discussed with families by 33% (15) of intensivists, most times by 20% (9), sometimes by 31% (14) and never by 16% (7) .
The reasons for refusal of consent were always explored by 16% (7) of intensivists, most times by 33% (15), sometimes by 40% (18) and never by 11% (4) ( Tables 1 and 2) .
DISCUSSION
A review of recent literature on organ donation supports the view that consent to donation is more likely if the request is made in a private place by trained and experienced individuals [1] [2] [3] [4] [5] [6] [7] . Other factors of importance in favouring consent for donation are whether the families are aware of the patients' wishes, whether they understand information given to them on brain death, if they have sufficient time for discussion, if they feel emotionally supported by staff and if they perceive a high quality of care for the donor [1] [2] [3] [4] [5] [6] [7] [8] .
There is considerable controversy in the literature on who should make the initial approach to families to discuss organ donation, although there is general agreement that it should be by a person or persons with specific training and experience in this area 1,2 .
The Australian and New Zealand Intensive Care Society, in its Statement on Death and Organ Donation (2010) 10 , considers discussion of the option of donation with families a professional responsibility of the intensivist. If, however, an intensivist does not support organ and tissue donation or does not feel sufficiently skilled to discuss it, then they should ensure there is a suitable alternate person to undertake these discussions with the family.
In addition, the Australian and New Zealand Intensive Care Society Statement advises that a bedside nurse should be present at these discussions and the assistance of the donor co-ordinator be available for further information and to support for the family. Table 1 Intensivists' preference for approaching families for organ donation
Consultant intensivist 24 (53%)
Collaborative approach with a donor co-ordinator 8 (18%)
Collaborative approach with a designated requestor 8 (18%) Donor co-ordinator 3 (7%)
Senior registrar 2 (4%) In North America this approach to families is most commonly made by a trained staff member of an Organ Procurement Organisation, with or without the presence of intensive care medical staff 4, 9, 11 .
A collaborative approach by an intensivist and a donor co-ordinator is used in many centres outside Australia and New Zealand; this has been claimed to increase consent rates for organ donation 2 , although this is controversial 3 , particularly in paediatric practice 6 .
Irrespective of who makes the initial approach and obtains consent, the donor co-ordinators' role in managing the donation process and supporting families and staff is vital.
On studying the physicians' approach to requesting donation, Sanner 12 found that only relatives who met with intensivists with a pro-donation approach, accepted donation when the prior wish of the deceased was unknown. Intensivists with a neutral or ambivalent approach generally failed to get acceptance for donation.
Knowledge of a patient's wish to donate exerts a strong influence on the decision by families to consent to donation. Siminoff and Lawrence 13 found that families having this knowledge, increased the likelihood of donation by seven times and having information about the patient's wishes increased satisfaction with the decision by threefold. Furthermore they found that families only infrequently made a decision counter to the patient's wishes.
This supports the recommendation of the Australian and New Zealand Intensive Care Society 10 that the AODR should be consulted prior to discussions with the family to ascertain the potential donor's registration status to form part of the discussion about organ donation.
In this study, there was considerable variation in the approach by intensivists especially in utilising the AODR, a key element that could identify a person's desire to be an organ donor. Further exploration of intensivists' reluctance to access the AODR is required. Anecdotally, some intensivists have commented that having this information may bias the discussion or outcome, thereby framing the approach as a negative or coercive process, while others view the AODR information more as an individual's directive to their family and health professionals involved in their care, and as such, pivotal to good decision making.
Families who decline donation, do so for many reasons, including knowing the patient's wishes, wanting to keep the body whole, wanting immediate closure, not accepting the concept of brain death, religious beliefs and where the family is divided on the decision. In a study by Jacoby and Jaccard 5 that included interviews with family members of 100 deceased relatives where consent to donation was refused, 40% said they would not make the same decision again, either regretting or expressing more uncertainty about the decision they had made. The study also included interviews with 100 family members who had given consent to donation and found a significant difference between donor and non-donor families' perception of quality of care in terms of compassion, respect and dignity for their loved ones and themselves.
These findings highlight what could be considered lost opportunities for donation and would justify some further discussion with families including their reasons for declining donation with the aim of helping them make a good end-of-life decision for their family.
In conclusion, approaching families about organ donation in Western Australia is almost always made by intensive care consultants, most of whom feel adequately trained for this task. Most cited the medical ADAPT course (part of their intensive care training) as the specific training that prepared them for the task. There was a difference of opinion regarding who should make the approach, with half of the group preferring consultant alone and the other half preferring either a collaborative approach or a donor co-ordinator alone approach. The AODR was not always accessed prior to approaching families. The benefits of organ donation and reasons for refusal of consent were not always discussed.
A review of current literature supports the following recommendations when approaching families about organ donation. 1. Specialised training for approaching families should be provided for staff involved. 2. The request should be made in a private place by trained and experienced individuals with a prodonation approach to families. A pro-donation approach would allow discussion about the possible benefits of donation but should not be coercive. 3. A collaborative approach, an intensivist with a donor co-ordinator, is a recommended model for this task. The intensivist may on occasion prefer to initiate the discussion, but early introduction and involvement of the donor co-ordinator is important to ensure that families are satisfied with their decision and are supported through the donation process. 4. If an intensivist does not support organ and tissue donation, or does not feel sufficiently skilled to discuss, they should ensure there is a suitable alternate person to undertake these discussions with the family.
5.
The AODR should always be consulted before the family discussion takes place. 6. Reasons for declining consent should always be sensitively explored. While this study has identified significant differences between intensivists in approaching families and the recommendations in recent literature on this subject, more research is required to further differentiate which characteristics of approach contribute to best practice in this area. 
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